When the Institute of Medicine (IOM) published its landmark report in 2001
describing the gap between current and ideal health care as a veritable chasm, 1 it was compelling but depressing reading. The long list of deficiencies likely made many feel that overcoming such problems is an insurmountable task. It can seem overwhelming to relate to the problems and issues the institute report raised, given the realities of our own daily practices.
In this article, we start by describing a fairly typical health care practice today. We then show what steps can be taken to systematically improve that practice in ways that will go a long way toward bridging the quality chasm so that many more patients with chronic illnesses such as diabetes can live longer, healthier, and happier lives.
Clinical Care: Two Perspectives First, let us look at a morning in the lives of two key players in the health care system. First, a typical patient:
Jack Johnston is a 56-year-old man. He He is unhappy, and possibly depressed. He is not leading a healthy lifestyle. Diabetes is not high on his list of priorities. He ignores it until there are symptoms. His big concerns at the moment are sexual dysfunction and gut-ache.
On arrival at the clinic, he met an inattentive receptionist and was left waiting with what seemed like an unnecessary form to fill out and outof-date magazines to read. The disrobing and weighing routine left him feeling vulnerable and embarrassed. His agenda for the visit (sexual dysfunction and gastrointestinal discomfort) was dealt with hurriedly.
A careful history might have revealed that taking cimetidine on top of metformin can lead to impaired clearance of metformin, higher blood levels that may well explain his worsening nausea and diarrhea. Instead, he was given some additional prescriptions to deal with his symptoms, was sent for a few lab tests he didn't understand, was given two other referrals and the threat of a third one unless he improves.
He tried to bring up his sexual concerns indirectly but was ignored and didn't feel the situation was conducive to pursuing this further. Because time was not allotted for information sharing, he was left with the impression that he might have developed some new serious problems in his liver, kidneys, bowels, or heart. Jack is unlikely to follow through about calling back and making other appointments, and so he will likely get labeled as a "noncompliant patient."
Clearly the health care system did not serve him well. 
A System-Level Problem
The IOM's report, "Crossing the Quality Chasm," suggests that people with chronic illness need to have a "continuous healing relationship" with their health care team. Better outcomes are achieved when patients get regular assessments of how they are doing, receive evidence-based clinical management, and are given information and ongoing support for selfmanagement. This approach helps develop a shared care plan and fosters active sustained follow-up.
Few of those elements were present in Mr. Johnston's experience. He received fragmented and discontinuous care. He wasn't given a chance to express his real concerns. The physician reacted to his immediate symptoms and failed to see the bigger picture or detect a possible safety issue with a drug interaction between metformin and cimetidine. His elevated blood pressure was not addressed. His feet were not examined, and there was no discussion about whether aspirin, an angiotensin-converting enzyme (ACE) inhibitor, or a statin might be indicated given his age and comorbid conditions. Not that these needed to be discussed at this particular visit, but there was no attempt to invite him to come back for a more planned review of issues related to his diabetes. Things were not well explained to him. He was never invited to give input into the proposed plan of action. The approach to self-management support was counterproductive. It was left to him to make all the arrangements to make further appointments. Communication among all the members of the health care team about Mr. Johnston's care was nonexistent.
Unfortunately Mr. Johnston's experience is all too common. Generally, < 50% of people with major chronic illness receive accepted treatments. Only 27% of hypertensive patients are adequately treated, only 35% of eligible patients with atrial fibrillation receive anticoagulation, barely 25% of people with depression receive adequate treatment, and 50% of patients with congestive heart failure discharged from the hospital are readmitted within 90 days. 2 The problem is not unmotivated and noncompliant patients, nor is it lazy and uninformed doctors. Both Jack Johnston and Polly Perkins are decent hard-working people who could have a much more satisfactory and productive interaction with each other if the health care system was designed to help them better.
There have been many randomized, controlled trials in recent years in which one or more elements of health care systems have been changed. A Cochrane Collaborative Review of 41 such studies 3 classified the interventions in four domains; some were provider-oriented, others focused on patients, or on improvements in information systems, or on the overall organization of health care delivery. Interventions that focused on only one of these domains were usually ineffective at showing improvements in desired outcomes. However, the five studies that had interventions in all four domains were able to show a much more positive impact.
The Chronic Care Model
In our efforts to improve care at Group Health Cooperative (GHC) in Seattle, Wash., and to relate our experience to the literature, we tried interventions in a variety of areas-registries, guidelines, patient educationbut without an overall vision for where we were headed. We felt the need for more coherent guidance for system change. The chronic disease improvement literature strongly suggested that changing process and outcomes in chronic illness required multi-component interventions that change the prevailing clinical system. We attempted to categorize those system components that had been shown to influence the quality of care, specify the specific interventions within each component associated with better outcomes, and suggest how the components interact to influence patients, providers, and their interactions to produce better care.
The result, the Chronic Care Model (CCM), is a synthesis of evidence-based system changes that we hoped delivery organizations might use to guide quality improvement and disease management activities. It is intended to be flexible and subject to change in the face of new evidence. 4, 5 The staff at the MacColl Institute for Healthcare Innovation at GHC developed the CCM in the following way. The improvements were based on a careful reading of the literature. In 1996, GHC was funded to bring together international experts in chronic illness care and charged them with finding the commonalities in the ways they provided good care. This seemed like a useful strategy to continue. The Robert Wood Johnson Foundation funded a planning grant, which had an international advisory committee that did two things: help develop the model and nominate ideal chronic illness care programs. Seventy-two programs were interviewed, and the information was checked against the developing model. Fifteen of the organizations were visited. The elements of the successful programs were captured in the CCM. 6 The CCM (Figure 1 ) starts by focusing on what characterizes a productive interaction, and then specifies what things need to be improved in order for that productive interaction to occur. In productive interactions, patients are given enough time to explain what concerns them the most. There is an assessment not only of their clinical status, but also of their knowledge and understanding of their medical conditions, their self-management skills, and their confidence about making changes. Clinical management is evidence-based and tailored by a stepped protocol. Treatment goals are set by a collaborative process, broken down into smaller pieces that seem doable to patients. Potential barriers are overcome with problem solving and a shared plan is developed. Finally, the plan for follow-up is explicit and sustained over time, with contact directly from the health care team to the patients at agreed upon intervals.
In order for this to happen, we need informed, activated patients and a prepared practice team. Patients who are activated and informed are supported to have the motivation, information, skills, and confidence to effectively make decisions about their health and how to manage it and incorporate it into day-to-day life. Patients are helped to understand enough about the disease process and to realize their central role as daily self-managers. Family and caregivers are engaged in patients' care. To facilitate all of this during visits, the practice team is supported by the system to have the patient information, the decision support, the people, equipment, and time required to deliver evidence-based clinical management and self-management support.
For all of these elements to come together at the time of clinical interaction between patients and health care providers, significant improvements need to be made to the main elements of the health care system (Figure 1 Figure 1 . The CCM.
